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Abstract 
The present study utilizes archival data from a cognitive-behavioral substance 
abuse program for offenders. Substance abuse often is linked to criminal involvement 
and it was expected that treatment of substance abuse problems would result in a decline 
in recidivism. The study includes all adult male offenders who completed the Offender 
Substance Abuse Prerelease Program (OSAPP) through Volunteers of America, from 
January of 2001 through September of 2003. Pm1icipants are described in terms of their 
severity of substance abuse problems and risk of recidivism. It was expected that 
differences in program participation, as measured by changes from pre test to posttest 
measures and facilitator ratings, would be predictive of recidivism within a two year 
follow-up period. However, the study'S hypotheses were not confirmed and relationships 
between program participation and recidivism were not discovered. 
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Substance abuse and dependence is prevalent in the United States and is a major 
factor in inducing a variety of problems. Estimates of national prevalence of lifetime 
drug abuse or dependence is estimated at 8.1 % for men and 4.2% for women (Grant & 
Dawson, 1999). Substance related problems have been associated with increased health 
risks, impaired family relationships, and crime (Beck, Wright, Newman, & Liese, 1993). 
Therefore, finding effective treatment modalities to address substance abuse issues is a 
necessary priority. 
One of the more costly implications of continued substance abuse is the 
connection between substance abuse and crime. Alcohol and drugs are implicated in 
about 80 percent of the crimes committed by men and women who are in prison; further, 
the rate of incarceration for drug-related charges is at an all-time high (Springer, 
McNeece, & Arnold, 2003). Housing criminals through incarceration is costly to tax 
payers; it involves immense legal costs, takes a significant financial and emotional toll on 
family members, and does not allow the incarcerated individual to enjoy the benefits of 
freedom or productive involvement in society. Estimates from the Unites States' Bureau 
of]ustice Statistics (1994) suggest that 67 % of those released from prison were rearrested 
within three years. Finding effective means to treat substance abuse among offenders is 
likely to lower the risk of recidivism and deter the multiple costs related to recidivism 
(Andrews & Bonta, 2003). This study examines the impact of participation in the 
Offender Substance Abuse Prerelease Program (Correctional Services Canada, 1996) on 
recidivism. 
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Impact of Substance Use on Criminal Activity 
Substance abuse is associated with violent crimes and the majority of those 
incarcerated report histories of substantial drug and alcohol use (Miller & Sheppard, 
2000). In addition, a majority of offenders in state and federal prisons report having been 
under the influence of a substance when they committed crimes (Sims, 2005). Although 
many offenders do not receive substance abuse interventions, treatment seem to be an 
effective means to reduce further crime. Offenders who complete treatment for drug and 
alcohol problems are less likely to return to criminal behaviors and therefore to the legal 
system (Miller & Sheppard, 2000). Further it is suggested that clients who complete 
treatment are less likely to be convicted of a new crime than those who drop out of 
treatment (Zanis, Mulvaney, Coviello, & Alterman, 2003). Prison-based treatment 
lowered the risk for rearrest after release or prolonged the length of time until a rearrest, 
especially when the treatment was followed by residential community-based aftercare 
(Hiller, Knight, & Simpson, 1999). Attending treatment sessions significantly decreased 
the risk of failure over a two-year follow-up period; however, receiving supervision did 
not. Offenders who received both supervision and treatment had the longest survival 
times, but not significantly longer than those who received treatment only (Banks & 
Gottfredson, 2003). 
Although the link between addiction and crime seems fairly well-established, 
there is not a defined directional relationship. It is possible that for some individuals, 
addiction drives criminal involvement; for example, criminal behaviors are used to secure 
money to support an addiction or are used as reflections of increasingly loose behavioral 
boundaries as one becomes more immersed in his or her addiction. Equally plausible is 
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the idea that criminal involvement may be driving an addiction, as would be the case in 
individuals involved in antisocial behaviors, through which illegal substance use is yet 
one more example of allegiance to a criminal lifestyle. This differentiation could have 
substantial implications for the provision and evaluation of substance abuse treatment. 
For some, targeting the drug abuse problem wi]] reduce criminal behavior, but for olhers 
it is probably more pertinent to address criminal thinking (Kinlock, O'Grady, & Hanlon, 
2003). 
One suggestion to untangle the relationship between substance use and criminal 
behavior is to establish different types of criminal behavior which may yield different 
theories about the etiology of antisocial behavior (Brame, Mulvey, & Piquero, 2001). 
Farabee, Jossi, & Anglin (2001) suggest that criminal behavior be grouped into broad 
categories of victimless, predatory, and nonspecialized. They found that the order of 
addiction and criminal careers were significantly related to the types of crimes 
committed. Further, they found that those who committed crimes after initiating regular 
drug use were less likely to engage in predatory crimes. For those initiating criminal 
behavior prior to drug dependence they suggest that drug dependence has an intensifying 
effect on criminal involvement. Therefore it appears that regardless of the specific 
relationship of substance use and criminal activity, a reduction or abstinence from 
substance use can be a key factor in deterring further crime. 
Elements of Effective Correctional Treatment 
Risk Assessment 
One of the first steps in providing adequate treatment is to complete a lhorough 
assessment. The area of risk assessment has garnered much debate in terms of 
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determining if actuarial (statistical) methods or clinical methods are superior in predicting 
risk. Actuarial assessment involves the use of existing measurement devices to determine 
predictions of danger or the risk of recidivism. Actuarial methods use statistical analyses 
of cases with known outcomes to determine the pieces of diagnostic information that are 
relevant for a particular diagnostic decision (Swets, Dawes, & Monahan, 2000). One 
major benefit of using actuarial methods is that in making clinical decisions this method 
can help to avoid biases among clinicians, including a tendency to overemphasize 
particular pieces of information, giving insufficient weight to other important 
information, including irrelevant information (Hilton & Simmons, 2001). The Level of 
Service Inventory-Revised (LSI-R) is an example of a risk assessment inventory with 
elements both of objective and of subjective variables. 
LSI-R. The Level of Service Inventory-Revised (LSI-R) is a dynamic risk or 
needs assessment instrument with the most extensive research literature for any offender 
classification instrument (Andrews & Bonta, 2003, chap. 6). The LSI-R classifies 
offenders on the basis of the following subcomponents: Criminal History, 
Education/Employment, Financial, FamilylMarital, Accommodation, LeisurelRecreation, 
Companions, AlcoholJDrug Problem, EmotionallPersonal, and Attitude/Orientation. 
Research has studied the reliability, convergent validity, factor structure, and predictive 
validity of the instrument, with the most consistent evidence found for the predictive 
validity of the instrument (Andrews & Bonta, chap. 6). The LSI-R has been studied 
across a wide range of offenders, and the predictive validity of the instrument has been 
demonstrated with long-term offenders (Simourd, 2004). Specifically, among long-term 
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offenders the instrument was significantly correlated with rearrest and reconviction 
outcomes within a ] 5-month follow-up period (Simourd, 2004). 
Principles ofRisk, Need, and Responsivity 
The delineation of static and dynamic risk factors suggests possible treatment 
interventions; however, it does not adequately determine which members of a criminal 
population should be targeted for specific interventions. The risk principle suggests that 
it is best to focus on higher risk offenders, but the need principle directs treatment to 
include criminal attitudes and skill deficits (Altrows, 2002). Determining level of risk 
and specific need areas can help to make appropriate treatment decisions. 
The risk principle includes two aspects-that criminal behavior can be predicted 
and that level of services should be matched to the level of risk for the offender (Andrews 
& Bonta, 2003, Chap. 6). The risk principle suggests that the level of treatment services 
must be appropriately matched to the risk level of the offender, suggesting that higher­
risk offenders should receive more intensive services (Dowden & Andrews, 2000). 
Although risk may often be thought of as a static variable, this is not necessarily Hue. 
Determining that an offender is high risk often includes a number of variables, both static 
and dynamic. Risk does not have to be construed as a nonchangeable aspect of an 
indi vidual associated with a high likelihood of recidivism because several need areas 
include risk variables that are changeable (Byrne, Byrne, Hillman, & Stanley, 2001). 
The principle of need is related to the risk principle but focuses specifically on 
dynamic factors. The need principle can be classified into two separate categories-­
dynamic factors of crimongenic and noncriminogenic needs (Dowden & Andrews, 2000). 
This allows for a distinction between dynamic factors related to risk of recidivism, 
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criminogenic needs, and dynamic factors weakly associated with recidivism (Andrews & 
Bonta, 2003, chap. 6). Criminogenic needs include factors such as antisocial attitudes 
and chemical dependency, which when addressed are associated with reducing the risk of 
recidivism. Examples of noncriminogenic need areas include vague emotional problems 
and physical activity level, which have not typically been associated with reductions in 
criminal activity. 
The responsivity principle suggests that treatment programs deliver services in a 
style that is consistent with the offender's learning style and ability (Andrews & Bonta, 
2003, chap. 6). Responsivity can be further delineated into treatability, which refers to 
aspects of motivation and treatment compliance, and treatment effectiveness, an 
assessment of treatment gain and generalization of treatment effects (Serin & Kennedy, 
1997). 
Substance Abuse Treatment Options 
There are a variety of levels of care for substance abuse treatment, such as 
outpatient, residential, and inpatient; there are also a number of theoretical orientations to 
treating substance abuse. Traditionally treatment has espoused a twelve-step, disease 
model of addiction, which has often taken the form of a therapeutic community to work 
with offenders (Patenadue, 2005). Therapeutic communities typically utilize a peer 
encounter approach and reflect the idea that effective treatment involves a massive 
overhaul of the individual (Springer et al., Arnold, 2003). However, some suggest that 
cognitive-behavioral techniques are helpful in teaching specific skill sets, and a 
motivational component to treatment can help promote change among reluctant offenders 
(Peters, 1993). 
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Results of Project MATCH, a large multi-site clinical trial attempted to match 
subgroups of patients to one of three psychosocial treatments-Twelve-Step Facilitation 
Therapy (TSF), Motivational Enhancement Therapy (MET), and Cognitive Behavioral 
Therapy (CBT) (Mattson, Babor, Cooney, & Connors, et a1., 1998). Overall, few 
differences were found between or among treatment modalities based on patient 
characteristics, although positive outcomes were found in all three treatments. 
Nevertheless, the most consistent finding was that, with MET, those with higher levels of 
anger, pretreatment had fewer drinks and more days of abstinence. Generally, programs 
that involve a positive therapist-client relationship and include a structured format are 
associated with decreased likelihood of relapse among offenders (Andrews & Bonta, 
2003). 
Although there is no consistent definition of what it is that constitutes effective 
treatment of the substance abusing offender, several outcomes can provide evidence of 
effective treatment: reduction or abstinence of drug use, improved occupational or social 
functioning, and avoidance of further incarceration through committing a new crime or 
violation of probation or parole (Springer, McNeece, & Arnold, 2003). Meta-analysis of 
the impact of substance abuse treatment on recidivism shows an effect size of J 0 
(Gendreau, Little, & Coggin, 1996), Because the current study examines a program with 
motivational interviewing and cognitive-behavioral components only these approaches 
will be reviewed in greater detaiL 
Motivational Interviewing Techniques 
771e Stages of Change Model. Prochaska, DiClemente, & Norcross (1992) 
suggest that modification of addictive behaviors involves progression through stages of 
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pre contemplation, contemplation, preparation, action, and maintenance. According to 
this model it is important to determine the current stage of change of a particular 
individual, in order to determine effective interventions to move through the stages of 
change. Persons who are unaware of a problem or are unwilling to address a problem, 
which is the pre conLemplation stage, or those who have acknowledged that a problem 
exists and are considering ways to solve the problem, which is the contemplation stage, 
are likely to be found in an offender population (Springer et al., 2003). Although these 
early stages do not include individuals eager to begin a change process, the Stages of 
Change Model suggest thaL specific interventions can help increase the likelihood of 
further progression through the stages (Prochaska et a1., 1992). A substance abuse 
treatment approach, Motivational Interviewing, is consistent with the Stages of Change 
Model. Motivational interviewing, as described by Miller & Rollnick (2002), presumes 
that motivation is not a static personality trait; instead, it offers techniques to increase a 
client's motivation to change. 
Principles and techniques. The principles of motivaLional interviewing include 
expressing empathy, developing discrepancy, rolling with resistance, and supporting self­
efficacy (Moyers & Waldorf, 2003). The principles and techniques advocated by a 
motivational interviewing approach suggest that counselors who utilize empathy and arc 
able to establish a therapeutic alliance are more effective than those counselors who 
utilize confrontation, which elicits resistance and withdrawal (Moos, 2003). The concept 
of rolling with resistance rather than arguing may be particularly relevant to a 
correctional population because of a norm commonly found within prisons of aligning 
with fellow inmates against staff (Springer et al., 2003). Refusing to engage in this sort 
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of power struggle may help to decrease this divide or at least it will not further strengthen 
it. Motivational interventions also suggest that an individual's desire to achieve a 
specific outcome, beliefs in self-efficacy, and perceptions that new behaviors are freely 
chosen are important components to behavioral change (Walters, Rotgers, Saunders, 
Wilkinson, & Towers, 2003). 
Specific techniques to enhance motivation include reflective listening, exploring 
the pros and cons of change, supporting the client's confidence that he can change, using 
interview and assessment data to provide patients with personalized feedback regarding 
the problem behavior, and eliciting self-motivational statements from the client 
(DiClemente, Bellino, & Neavins, 1999). In essence, motivational approaches encourage 
the client to take responsibility and freely choose to change, rather than to have change 
imposed from outside influences. 
Motivation as a dynamic variable. Prochaska et a1. (1992) acknowledge that 
motivation for change is better conceptualized as a spiral rather than a linear pattern, 
which means that people do not progress in a step-wise fashion through the stages of 
change; rather, they may move back and forth through the different levels throughout 
their treatment experiences. This suggests that motivation is a changeable variable and it 
is a dynamic variable throughout the course of a treatment episode. However, this 
proposes a difficulty in efforts to measure motivation because level of motivation or 
readiness for treatment may not be stable enough to predict behavior over the long term 
(Blanchard, Morgenstern, Morgan, Labouvie, & Bux, 2003). Despite this difficulty in 
measuring motivation, findings suggest that better motivation at treatment entry has been 
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consistently associated with severity of substance use; however, it has not been found to 
be predictive of dmg or alcohol use six months later (Rapp, Siegal, & DeLiberty, 2003). 
Effectiveness ofmotivational approaches. Motivational interviewing approaches 
have been found effective in promoting behavioral change in a variety of populations 
either with forensic or with substance abuse problems, or with both. For example, 
incarcerated clients in a Driving While Intoxicated program rated the motivational 
interviewing programs and the relapse prevention treatment more favorably; they showed 
increased coping skills in comparison to standard care involving psychoeducation on a 
disease model of addiction (Stein & Lebeau-Craven, 2002). In addition, clients within 
this study were found to be actively engaged in treatment as evidenced by completion of 
homework assignments. Further, clients with difficulty managing anger, often evidenced 
in a correctional population, do better with a motivational approach (Mattson et aI., 
1998). The reason for this may be that clients with anger management problems and 
individuals in correctional populations may be particularly sensitive to the belief that they 
are choosing their behaviors rather than having behavioral changes imposed by legal 
mandates. 
Cognitive-Behavioral Treatments 
Underlying assumptions. Rotgers (2003, p.167) identified several underlying 
assumptions within cognitive-behavioral treatment approaches. One assumption is that 
human behavior is largely learned, not a sole product of genetic factors. Second, the 
learning processes that create problem behaviors are the same learning processes 
necessary to change them. Another assumption is that behavior is largely determined by 
the environment. Thoughts and feelings are subject to change through learning 
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principles. Cognitive-behavioral approaches also suggest that engaging in new behaviors 
within the context in which they are to be performed is critical for behavior change. 
Further, each client is unique and must be assessed in a particular context. Last, adequate 
treatment relies on a thorough assessment. Although the assumptions of cognitive­
behavioral approaches to treatment differ from the principles and treatment strategies 
outlined for motivational interviewing approaches, the two approaches are compatible 
becasue both suggest that the client needs to be an active participant in the change 
process. 
Treatment components. Cognitive-behavioral approaches to addiction involve 
helping an individual understand the sequence of events leading to substance use, 
including specific beliefs and behaviors that make substance use more likely (Beck et aI., 
1993). A costs-benefits analysis, therefore, is a cognitive-behavioral technique which is 
also utilized in motivational approaches. It involves having clients determine the 
potential gains and losses associated with continued substance use (Yahne & Miller, 
1999). Clients are also taught specific skills to change their thoughts and behaviors when 
confronted with urges to use substances and in situations with a high likelihood of 
substance use (Carroll, 1999). 
In addition, a cognitive-behavioral approach to addiction treatment often contains 
a relapse prevention component in order to sustain behavioral changes. The relapse 
dynamic has both cognitive and behavioral components. Relapse is predictable from 
cognitive factors such as drug expectancies; therefore, the presence of behavioral coping 
skills is a protective factor against relapse (Miller & Brown, 1997). Marlatt & Gordon 
(1985) identified eight categories of situations with high-risk of drinking or drug use: 
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unpleasant emotions, physical discomfort, pleasant emotions, testing personal control, 
urges and temptations, conflict with others, social pressure to drink, and pleasant times 
with others. 
Effectiveness of CBT. There is evidence that CBT is effective with addiction 
populations although not more so than standard twelve-step oriented substance abuse 
counseling (Morgenstern, Blanchard, Morgan, Labouvie, & Hayaki, 2001). However, 
cognitive-behavioral approaches have been associated with successful treatment of 
offenders in general (Morgan & Flora, 2002) and are at least as effective as traditional 
twelve-step approaches. Further, the principle of responsivity, which is concerned with 
characteristics of program delivery, suggests that the most effective types of service for 
inducing positive behavioral change in criminal offenders are based on cognitive 
behavioral and social learning approaches (Dowden & Andrews, 2000). Cognitive 
behavioral approaches are uniquely able to address a variety of criminogenic needs 
because of its emphasis on problem-solving skills which have been linked to a reduction 
in impulsivity and cognitive rigidity (McGuire, 2001). In effect, the skill sets available in 
a cognitive behavioral approach may e1lectively address problems associated with 
substance abuse, as well as other behavioral patterns associated with criminal 
involvement. 
Additional support is found for using cognitive-behavioral approaches with 
substance abuse and criminally involved offenders when considering factors related to 
program delivery. Cognitive-behavioral approaches offer specific, easily learned 
techniques to program providers. CBT has a strong research base and has created 
manually guided treatment approaches for a host of problems, including criminal 
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behavior and substance abuse. Manually guided CBT techniques can be taught to 
counselors and counselors report high satisfaction with training (Morgenstern et a1., 
2001), Furthermore, program delivery often involves utilizing a group approach to 
treatment. A meta-analysis of the efficacy of group psychotherapy with incarcerated 
offenders was conducted by Morgan & Flora (2002). They found that including 
homework and utilizing a directive approach, both of which are components of cognitive 
behavioral treatment, produced more efficacious treatment programs. 
Group Interventions 
Group approaches to substance abuse treatment have a long history in correctional 
populations. Group approaches can include support groups, interactional therapy groups, 
and psychoeducational groups (Springer et a1., 2003). Several of the benefits espoused 
by Yalom (1995) to utilizing a group approach can fit both with motivational 
interviewing and with cognitive-behavioral approaches; these include benefits such as 
universality, imparting information, development of socializing techniques, and imitative 
behavior. For instance, a group psychoeducational approach, can impart information 
about the effects of substance use in a motivational style, allow for role plays to practice 
specific skiLl sets, and encourage pmticipants to challenge dysfunctional beliefs related to 
substance use (Velazquez, Maurer, Crouch, & DiClemente, 2001). Principles of group 
work with offenders also can have a motivational spirit as is noted in the following 
recommendations (Springer, NcNeece, & Arnold, 2003, chap. 5): 
1. 	 Respect the client's right to reject group work with an understanding of the 
consequences involved. 
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2. 	 Explain the purpose of group work in order to allow clients to make their own 
decisions about engagement in group and offer a respect for individual 
decision-making processes. 
3. 	 Allow clients to have as much decision-making as possible in the running of 
the group; for example, by allowing clients to prioritize issues. 
4. 	 Encourage clients to work toward changes designed to improve relevant 
systems such as the service agency. 
5. 	 Recognize that the group member is an individual and not simply a parolee. 
Individual Program Performance 
Although clients with more severe consequences tied to program attendance may 
be more likely to attend the program, it is important to delineate the difference between 
treatment attendance and treatment performance. Attendance is a necessary but 
insufficient component in predicting program effectiveness; clients may attend treatment 
but have little motivation to participate in treatment (DiClemente et aI., 1999). A study 
of the Offender Substance Abuse Pre-Release Program, a multi-faceted, cognitive­
behavioral substance abuse intervention program, indicated that offender performance in 
the program was predictive of post-release success (Milton, Weekes, & Lightfoot, 1995). 
Even when accounting for level of risk and severity of substance abuse, clients who 
performed in an average manner or a better than average manner demonstrated a reduced 
risk of recidivism. In essence these measures may be reflecting greater internalization, 
or increased motivation for change. 
Program performance rather than program attendance may be a better measure of 
determining the effect of program involvement and may discriminate between 
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participants who came to the program and those who were treated by the program. 
WOffilith (1984) conducted a three-year fo]]ow-up study ofrelcased prisoners and found 
that recidivism was more closely related to offender change during incarceration, rather 
than specific attributes found in the inmate at program entry or program discharge. 
Although some aspects of program performance can be faked, because an offender may 
be an active participant in the program yet not internalize any of the information or may 
not mean what his own voice has stated; the concept of cognitive dissonance makes this 
somewhat difficult to achieve (Festinger, 1957). Hearing oneself make statements and 
actively engage with material makes it difficult to sustain antisocial and positive 
appraisals of substance abusing behavior. One caveat within the cognitive dissonance 
theory is that if individuals believe they are acting in ways that differs from their beliefs, 
they can continue to do so without negative self-appraisals if they believe there is 
sufficient reason to do so (Festinger & Carlsmith, 1959). Therefore if legally coerced 
clients believe greater participation wilJ better meet the requirements of legal sanctions, 
they will have reason enough to behave in ways that are not in accordance with their 
beliefs and can tell themselves they are doing so in order to satisfy the requirements of 
the legal sanction; however, little internalized change is likely to occur. Even with the 
possibility of faked engagement, estimates of program performance may predict relevant 
outcomes, such as decreased recidivism, an estimate of treatment effectiveness. 
Offender Substance Abuse Pre-Release Program 
Program overview 
The Offender Substance Abuse Pre-Release Program (OSAPP) is a 26 
session cognitive-behavioral program focusing on substance abuse relapse prevention 
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skills for moderate to substantial substance abuse problems (Correctional Services 
Canada, 1996). OSAPP also includes motivational interventions both in its design of 
early sessions to increase motivation, in sessions to promote self-efficacy through 
building skills, and in its program philosophy of stressing choice and empowerment. 
Each session is three hours in length and is presented sequentially five days per 
week for approximately five weeks (Correctional Service Canada, 1996). OSAPP is 
facilitated by a trained staff person and groups do not exceed 12 offenders. A number of 
pre measures and post measures are an integral part of the program. The program, which 
follows a structured format and includes individual sessions, has empirical support for its 
effectiveness. The first individual session follows the end of the alcohol and drug 
education unit; the second occurs following skills training, and the final session occurs 
upon completion of the program. 
OSAPP curriculum 
Introduction. The first unit of the OSAPP curriculum includes a two session 
introduction (Correctional Services Canada, 1996). The first session provides an 
overview of the program, including the objectives of the program and a description of the 
social learning theory model of alcohol and drug use. The social learning model suggests 
that individuals are responsible for changing their behavior, provides factual information 
about alcohol and drugs, about identification of antecedents and about consequences of 
substance use; it also provides development of skills which are likely to be useful in 
attempts to change beh avior. 
The second session of the introduction unit includes completion of aU standard 
pretests (Correctional Services Canada, 1996). The following tests are included: 
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Consequences of Alcohol Use, Consequences ofDmg Use, How Much Do They Matter?, 
Using Alcohol Responsibly, Balanced Inventory of Desirable Responding, Relapse 
Attitudes/Knowledge, Communicating About Drinking, Drinking and Assertiveness, 
Problem-Solving, and Decisional Balance. Information obtained on pretests is used as a 
baseline against which later test pelformance will be compared and is utilized in 
developing individualized treatment goals for each participant. In addition, information 
gleaned from the pretests serves to determine the goals that are most appropriate for each 
participant during the skills training phase of treatment. 
Alcohol and drug education. OSAPP's second unit includes five sessions; two 
focus on alcohol use, two on psychoactive dmg use, and one for review (Correctional 
Services Canada, 1996). Factual information regarding acute and chronic effects of 
substance use is presented and discussed. There are also discussions on the effects of 
substance use not only on physiological and psychological functioning, but also on social 
and legal implications. The education sessions are designed to provide participants with 
background information necessary for comprehension of the skills training component of 
treatment. 
Skills training. Thirteen sessions are devoted to the skills training phase of 
treatment (Correctional Services Canada, 1996). Participants are initially taught skills 
and then allowed to practice the skills which will enable them either to modify or to 
abstain, or both, from substance use. Participants receive seven sessions devoted to self­
control training, problem-solving, and assertion training. This is followed by three 
sessions in social skills training, two sessions related to substance use and work, and one 
related to leisure and lifestyle skills. 
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Pre-release planning. The pre-release planning phase of treatment is designed to 
relate the knowledge acquired in the education and skills training phases of treatment to 
real-life situations encountered in post-release community living (Correctional Services 
Canada, 1996). Participants systematically review all areas of their lives and assess the 
implications for their substance use behavior. Plans for community living are reviewed 
and referrals for appropriate aftercare services are determined. 
Post-testing and graduation. The final two sessions of OSAPP include a 
completion of post-tests, which includes the same ten measures given during the 
introduction phase (Correctional Services Canada, 1996). The final session of treatment 
is a graduation exercise in which participants receive recognition and certificates for 
program completion. Upon completion of the program, a comprehensive final report is 
prepared for the offender's case management team. The final report includes a 
description of the offender's drug and alcohol background, a summary of participation, 
pretest and posttest results, the offender's relapse prevention plan, and recommendations 
for additional programming or for weaknesses which require further attention. 
Hypotheses 
1) 	 It is expected that changes from preassessment to postassessment questionnaires 
and facilitator ratings of overall program performance will be highly correlated, 
because both are measures of program pelformance. 
2) It is expected that parolees with higher levels of risk as measured on the LSI-R 
will be more likely to recidivate. 
3) It is expected that parolees with greater severity of substance abuse problems, as 
measured on the ADS, DAST, & PRD, will be more likely to recidivate. 
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4) It is expected that those with average to above average program performance as 
measured by pre to post assessment questionnaires will have less recidivism. 
5) It is expected that parolees with higher overall facilitator ratings will have less 
recidi vism. 
6) 	 It is expected that sums of overall change scores from preassessment to 
postassessment questionnaires will be a better predictor of recidivism than 
facilitator ratings because these will probably provide more objective estimates of 
program performance. 
Methods 
Participants 
Table 1: Summary of Race for Study Participants 
Race 
African­
American 
Frequency Percent 
114164.0 
30 16.9 
Table 2: Summary of Age for Study Participants 
inimum Maximum Meanl ~lld. Deviation 
20 55 34. 7.966 
Table 3: Summary of LSf-R Scores for Study Participants 
Std. Deviation 
5.311 
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Study participants include all residents of Volunteers of America Delaware 
Valley's (VOADV) Hope Hall who completed the Offender Substance Abuse Pre­
Release Program (OSAPP) (Correctional Services Canada, 1996) from January 2001 
through September of 2003. Hope Hall is a Halfway House providing treatment and 
work-release programs to offenders who are still in custody. Data on 178 male offenders 
was collected by VOADV during the offenders' program enrollment; therefore, archival 
data is utilized in this study. 114 (64%) of the offenders are African-American, 33 are 
Hispanic (19%), 30 are Caucasian (17%), and one is mixed (<1 %) (See Table 1). Ages 
ranged from 20 to 55 at discharge, and the average age of offenders was 34.7. (See Table 
2). 
Offenders have been assessed using The Level of Service Inventory-Revised 
(LSI-R), a dynamic risk or need assessment instrument with the most extensive research 
literature for any offender classification instrument (Andrews & Bonta, 2003, chap.6). 
The average Hope Hall resident had a score of 30 on the LSI-R, indicating an offender 
with a moderate risk of recidivism. Scores ranged from 11 to 43 with a standard 
deviation of 5.3 (See Table 3). In addition, offenders were assessed using the Drug Abuse 
Screening Test (DAST), Alcohol Dependence Scale (ADS), and Problems Related to 
Drinking (PRD) to determine the severity of substance abuse problems. Clients referred 
to OSAPP were assessed for program appropriateness through the use of a semi­
structured interview. Eligible participants received structured and semi-structured 
assessments in order to gather relevant data at intake. They were reassessed at program 
completion to determine progress on measured variables. 
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Setting and Apparatus 
Subjects were involved in Volunteers of America's residential program, Hope 
Hall, a 164 bed facility which provides offenders with treatment interventions prior to 
entering the work-release component of the program. 
Assessmerlt instruments. 
Table 4: Measures of Recidivism Risk and Substance Abuse Severity 
rMeas~~el Scoring Method IRange of Possible Score 
LSI-R r Facilitato..r ..R. atings 0-80 
IYeslNo & 0-3 Ratings 
~~'-~...~.. -'+-1~.•"~"'~.'~..~~. .. 
OAST i[ Self-Report 0-20 
Yes/No 
r~'.-..~ Self-Repo~-- 0-47 
I .. r\U0j Yes/No& 0~3 Ratings I .... 
_;_PRo-j ~e'fY~~~~l 0-15 
Table 5: Pre and Post Questionnaires 
Ra;:::;;:SSible scores] 
0-20 
0-27 
14-70 
ALl subjects received the Level of Service Inventory-Revised (LSI-R; Andrews & 
Bonta, 1995) to determine overall recidivism risk level prior to program enrollment. The 
LSJ-R is a dynamic risk needs assessment, utilizing questions either in a yes-no format or 
in a 0 to 3 rating scale, yielding scores ranging from 0 to 80. Following program 
enrollment subjects received the Drug Abuse Screening Test COAST; Skinner, 1982), 
Alcohol Dependence Scale (ADS; Skinner & Horn, 1984), and Problems Related to 
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Drinking (PRD; Correctional Services Canada, 1996) to determine the severity of 
substance abuse problems. The DAST is a 20-item self-report of drug use and yields 
scores from 0 to 20. The ADS is a 25-item self-report of alcohol dependence and yields 
scores from 0 to 47. The PRD is a 15-item self-report of problems related to alcohol use 
and yields scores from 0 to 15 (See Table 4). Clients referred to OSAPP were assessed for 
program appropriateness through the use of a semi-structured interview. Eligible 
participants received structured and semi-structured assessments in order to gather 
relevant data at intake 
Participants were also given pre questionnaires and post questionnaires: 
Consequences of Alcohol Use, Consequences of Drug Use, How much Do They Matter, 
and Relapse Attitudes/Knowledge (adapted from Gunn, Orenstein, Iverson, & Mullen, 
1983). The Consequences of Alcohol Use questionnaire is a 20-item true or false test of 
factual information about the effects of alcohol use and yields scores from 0 to 20. The 
Consequences of Drug Use is a 27-item true/false test of factual infonnation about the 
effects of drug use and yields scores from 0 to 27. The How Much Do They Matter 
questionnaire is a 14-item measure in which the respondent indicates a response of 
strongly agree, agree, uncertain, disagree, or strongly disagree to questions about the 
effects of alcohol and drugs. These are then assigned numerical values from one to five, 
which yields scores from 14 to 70. The Relapse Attitudes/Knowledge questionnaire is a 
20-item measure on which the respondent indicates if he or she strongly agrees, agrees, is 
undecided, disagrees, or strongly disagrees to statements about situations and thinking 
patterns associated with risk of relapse. Scores can range from 20-100 (See Table 5). 
23 
Upon completion of the program, parolees were also assigned ratings on a 1 to 5 
scale by the program facilitator in terms of overall participation, improved knowledge of 
drugs, alcohol and substance abuse issues; they also received ratings on the degree of 
detail in the relapse prevention plans, the degree of detail and realism in the offender's 
relapse maintenance plans, the probably effectiveness of the otIender's skills when faced 
with a high risk situation, and an overall estimate of the extent to which the offender has 
benefited from the program. 
Procedures 
Archival data coJJected from Volunteers of America's Offender Substance Abuse 
Prerelease Program has been utilized in this study. Individual subjects are disguised by 
randomly assigning each one a number from one to the sample size number and only this 
number was linked to results. Samples are described at prescreening to determine how 
participants in each of the programs presented at intake in terms of risk of recidivism 
(measured on LSI-R) and severity of drug and alcohol problems (measured by the Drug 
Abuse Screening Test, Alcohol Dependence Scale, and Problems Related to Drinking). 
Clients who completed the program received overall change scores from pre intake to 
post intake on the Consequences of Alcohol Use, Consequences of Drug Use, How Much 
Do They Matter, and Relapse Attitudes/Knowledge. Individuals' overall program 
performance ratings are compiled by summing facilitator ratings of overall participation, 
improved knowledge, the degree of detail in relapse prevention plans, the degree of detail 
in relapse maintenance plans, the probable effectiveness of offender's skills when 
confronted with high risk situations, and the extent of overall benefit from the program. 
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Recidivism was determined by accessing public information available on the New 
Jersey Department of Corrections website located at www.state.nj.us/corrections under 
the offender search engine to determine if an offender was rearrested within the two years 
following his involvement in OSAPP. Utilizing information from only the New Jersey 
Department of Corrections limited discovery of recidivism to only those offenders 
rearrested in New Jersey. Recidivism is defined as any incident of incarceration, 
regardless of type. For instance, no distinction was made between those reincarcerated as 
a result of parole violation versus rearrest for a new crime. 
Change scores from pre measures to post measures and sums of facilitator ratings 
are correlated, using a Pearson correlation to determine if they are similar measures of the 
proposed construct of program performance. Change scores from pre measures to post 
measures and sums of facilitator ratings are then utilized to determine if they are 
predictive of recidivism across level of risk, measured by the LSI-R, and severity of 
substance abuse problems, as measured by prescreening instruments, by conducting a 
binary logistic regression. 
Data Analysis 
The sample is described as they presented at prescreening in terms of age, race, 
risk of recidivism (measured on the LSI-R), and severity of drug and alcohol problems 
(measured by the Drug Abuse Screening Test, Alcohol Dependence Scale, and Problems 
Related to Drinking). Frequency distribution graphs are created for all of these variables 
and mean and standard deviations for LSI-R, Drug Abuse Screening Test, Alcohol 
Dependence Scale, and Prohlems Related to Drinking are presented. 
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Participants who completed the OSAPP program are described in terms of pre test 
and post test scores on the Consequences of Alcohol Use, Consequences of Drug Use, 
How Much Do They Matter, and Relapse Attitudes/Knowledge questionnaires. Means 
and standard deviations of pre test and post test scores are described. Overal1 change 
scores are then determined for each individual from pre test to post test by subtracting the 
pretest score from the posttest score to determine the difference from pre test to posttest 
findings on each of the questionnaires. An overall sum of pretest scores and posHest 
scores was also created by adding together scores on each of the measures. An overall 
change score was then computed by subtracting individual pretest scores from posHest 
scores to yield an overall change number across measures from pre program to post 
program completion. 
Sums of facilitator ratings of program performance were created by adding 
estimates of ratings in terms of the extent to which the offender participated in the 
program, to what extent the offender improved his knowledge of drugs, alcohol and 
substance abuse issues, the degree of detail in the offender's relapse prevention plans, the 
degree of detail in the offender's relapse maintenance plans, the probable effectiveness of 
the offender's skills when faced with a high-risk situation, amI the extent to which the 
offender benefited from this program. Each of these items is rated on a one to five scale, 
with one indicating not at all and five indicating to a greater extent, yielding a range of 
facilitator rating sums from six to 30. 
Overall change scores from pre peformance to post performance and sums of 
facilitator ratings were correlated using a Pearson correlation to determine if they are 
similar measures of the proposed constmct of program performance. Pearson 
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correlations allow determination of the degree and direction of Unear relationships 
between two variables (Gravetter & Wallnau, 2000). Binary logistic regression analysis 
was conducted to determine if change scores or fadUtator ratings, or both, are predictive 
of recidivism. Binary logistic regression analysis was also performed in order to 
determine if risk of reddivism (measured by the LSI-R) and severity of substance abuse 
problems (measured by the ADS, DAST, & PRD) are related to recidivism. Binary 
logistic regression is appropriate to determine if reI ationships exist between continuous 
predictor variables (estimates of program performance and scores on the LSI-R, ADS, 
DAST, and PRD) and a predicted dichotomous dependent variable (incidence of 
recidivism or no incidence of reddivism) (Wright, 2001). 
Results 
Descriptive Statistics 
Table 6: Descriptive Statistics 
Descriptive Statistics 
~~~~~~-+_N~l~M~i~muml~~~mu-m-.~M--e-a..n~1S-t-d-'-D-e.-Vi-a-ti-o~n: 
AGE [1781 20j- 55134.7-:'[ ~_7.966! 

LSIR 178 11 43132.02 r 5.311 i 

1PRD 
!valid N (listwise) 
DAST o 20 7.47 4.655 
ADS o 22! 1.67 3.279 
o 7 1.15 1.713 
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Table 7: Descriptives of Pre, Post, and Change Scores for Consequences of Alcohol Use, 
Consequences of Drug Use, How Much Do They Matter, and Relapse 
Attitudes/Knowledge
~~~~~~~~0 ~GinimumF=~'~an~l~::~~Deviation 
Pre Consequences 
6 19 2.2501~~«of Alcohol Use 
Post Consequences 126 7 20 14.811~-~~.265 
of Alcohol Use 
rg~~'-~~~-;~-~~~u~e~n~c~es-~o~f-'+-1-2-6;--~-_-5~~-'-7-t-"-"~~~-'~03 
Alcohol use L. I'I 
~:I ~:~~:r_~~~ 
2.700 
6.686 
7.664 
6.864 
Pre Relapse 10.094Attitudes/Knowledge 
Po~t Relapse -~1~1~2~~+--~'-2~6+1~~-1-0-0-rr8-2~.0-3'-il-~~1-1-.~37~3~ 
Attitudes/Knowledge I IC 
11 ~ Pre Consequences of Drug Use Post Consequences of Drug use 
Change 
Consequences of 9\ .87 
Drug Use 
Pre How Much Do 
They Matter 
--,-«"~----~,-
Post How Much Do 
They Matter 
Change How Much 
Do They Matter -31 
l' 130 26 
l ___.~___~"«j,,;jl_12_6_IL<~~j,_<___.,«~~L2~8-5<~---8-.-2-33--i1'
.m ,mmmm.m <Itudes/Knowledge ! 
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Table 8: Means and Standard Deviations of Descriptives in Terms of Recidivism 
Descriptive Statistics 
!-R-E-C~ID---~-'I-N---rl-Minimum IMaxlmum_ Mean IStd. Deviation 
AGE J108 20 i 55 34.72 7.677 
LSIR ~ 108 11 43 31.72 5.613 
IN1 DAST I 86 0 20 7.67 5.135 
ADS I 85 Or 1~.54! _,~.06~ 
1 PRD J 840 61 1.04, 1.556[ll~fyalidN(listwise)1 84.___._1 I'J~ J rIAGE J701, 21 I ._~ 5~134.76 j 8.4~ 
I ILSIR I ,,!_O r-~. ~.2T32.4 4 ..8....1....2 '................'. 20 ..71 ...
Iv[MsT _~~. 0 1_~17.161 ~,~:.8271 
n~dN (,:.w;s:r::t ·~~_~jJ·~~~:9
• 
Age. The average age of the sample was 34.74 years with a standard deviation of 
7.966. The youngest subject was 20 years old and the oldest was 55. 
Race. The sample was 64% African-American (114 subjects), 18.5% Hispanic 
(33 subjects), J 6.9% Caucasian (30 subjects), and .6% Mixed (J subject). 
LSJ-R Scores. The average LSI-R score for the sample was 32.02 with a standard 
deviation of 5.311. Scores ranged from 11 to 43. 
DASI' Scores. The average DAST score was 7.47 with a standard deviation of 
4.655. Scores ranged from 0 to 20 for the sample. 
ADS Scores. The average ADS score was 1.67 with a standard deviation of 3.279. 
Scores ranged fi'om 0 to 22. 
PRD Scores. The average PRD score was 1.15 with a standard deviation of 
1.713. Scores ranged from 0 to 7. 
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Pre, Post, and Change Scores for Questionnaires. Means and standard deviations 
for pre, post, and change from pre assessment (0 post assessment are provided for 
Consequences of Alcohol Use, Consequences of Drug Use, How Much Do They Matter, 
and Relapse Attitudes/Knowledge (See Table 7). 
Recidivism. The recidivism rate for the sample was 39% (70) with 61 % (lOR 
members) of the sample having no incidence of rearrest within the two year follow-up 
(Table 8). 
Hypotheses 
Table 9: Relationship between Change Scores for Consequences of Alcohol Use and 
Facilitator Ratings 
Rating 
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Change from pre to post 
Consequences of Alcohol 
Table 10: Relationship between Change Scores for Consequences of Drug Use and 
Facilitator Ratings 
Consequences of Drug Use 
Facilitator Change from pre to post assessment for 
Rating Consequences of Drug Use 
Facilitator I------~----__+-------l------~------------J-
Rating i-S~i__g_'_~________~_+_"'__~_f-_______~_~__~________~__________________~.~ 
N 126 
30 
Table 11: Relationship between Change Scores for How Much Do They Matter and 
Facilitator Ratings 
Facilitator 
Rating 
Pearson ;o~relatj, 
Sig. (2-tailed) 
iN 
How Much Do They Matter 
Facilitator Change from pre to post assessment 
Rating How Much Do They Matter 
1 -
~~-~----."'~,,~~---
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Table 12: Relationship between Change Scores for Relapse Attitudes/Knowledge and 
Facilitator Ratings 
Relapse Attitudes/Knowledge 
Pearson Correlation 
Change from pre to post assessment for 
Relapse Attitudes/Knowledge 
Facilitator f--o-~--~~~-=r------l-~-~--~~~~"__4'~_~~4~__"" 
Rating Sig. (2-tailed) 
N 
Table 13: Relationship between Overall Change Scores and Facilitator Ratings 
Overall Change Scores 
Facilitator 
Rating Overall Change Score 
.154 
.091 
121 
Hypothesis 1 states that changes from preassessment to postassessment questionnaires 
and facilitator ratings of overall program peliormance will be highly correlated, because 
both are measures of program peIionnance. Pearson correlations were peIiormed to 
determine if change scores on any of the prcassessment and postassessment 
questionnaires were related to facilitator ratings. No significant relationships between 
change scores for Consequences of Alcohol Use (Table 9), Consequences of Dmg Use 
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(Table] 0), or How Much Do They Matter (Table 11) and facilitator ratings (r=.090, 
p=.328; r=.lO], p=.272; r=-.002, p=.987, respectively, 2-tailed) were found. A 
marginally significant positive correlation in facilitator ratings and change in Relapse 
Attitudes/Knowledge (Table 12) was found (r=.176, p=.053, 2-tailed). No significant 
relationship was found for overall change scores and facilitator ratings (r=.154, p=.091; 
Table] 3). 
Table 14: Relationship between LSI-R Scores and Recidivism 
LSI-R Scores and Recidivism t-~r-R~e-ci-d-iv-is-'m--'I 

l~1______"~~----_:nIL~ln, ~ 
Pearson. 1 - .~~jl Correlation 
LSIR ~ 
Sig. (Nailed) . ! ..359 
~~_~N .. C~~~_"~ 178.1 ..~.~ 
Hypothesis 2 states that parolees with higher levels of risk as measured on the 
LSI-R will be more likely to recidivate. A Pearson COlTelation was conducted and found 
a weak, positive correlation between risk of recidivism and actual recidivism, although 
this was insignificant (r=.069, p=.352, 2-tailed; Table 14). 
Table 15: Relationship of Alcohol Dependence Scale and Recidivism 
Alcohol Dependence Scale 
Pearson 
Recidivism Sig. (2-tailed) 
178 
Scale 
.047 
.577 
141 
__ 
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Table 16: Relationship of Drug Abuse Screening Test and Recidivism 
Drug Abuse Screening Test I 
I ----------'I-R-e-c-id-i~sm IDrug Abuse Screening Test· 
r~~earson Correlation I ~ -.054 
'j' Rec;d;v;sm IS;g. (2-I~ed) .. I..... ...~'~.. _m.~~ 
H~ ~~ ~~?81142J......... • •••• • • m ••m 

Table 17: Relationship of Problems Related to Drinking and Recidivism 
Problems Related to Drinking 
Pearson Correlation 
Recidivism 
N 
Related 
Hypothesis 3 states that parolees with greater severity of substance abuse 
problems, as measured on the ADS, DAST, & PRD, will be more likely to recidivate. 
Pearson Correlations conducted found no significant relationships between ADS (Table 
15), DAST (Table 16), or PRD (Table 17) levels and recidivism (r=.047, p=.577; r=-.054, 
p=.522; r=.082, p=.335, respectively, 2-tailed). 
Table 18: Relationship between Change in Consequences of Alcohol Use and 
Recidivism 
- ..-.. 1Changes in Consequences of Alcohol Use 
-- IReCidiViS~ 1Cha~ge in consequ~nces of AICOh. o.I Use I 
I . . 1I . ~~arson CorrelationJ_~~~_~~.----....~.~m~_m" :.?~ 
!Recidivism ISig. (2-tailed) ... 1 . .'1 .. . .717J 
1 
___ 
~! IN
_______ 
178 1 
____";~~._~~~_""';. ~_~""~ ~'--""'_~""","~~_m_~ ~. 
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Table 19: Relationship between Change in Consequences ofDmg Use and Recidivism 
,-­
Change in Consequences of Drug 
Recidivism IChangl in Consequences of Drug Use 
Recidivism 
Pearson Correlation 1 -.003 
Sig. (2-tailed) .975 
IN 
"­
178 125 
Table 20: Relationship between Change in How Much Do They Matter and Recidivism 
Change in How Much Do they Matter 
Recidivism 
in How Much Do They 
Table 21: Relationship between Change in Relapse Attitudes/Knowledge and Recidivism 
Change in Relapse Attitudes/Knowledge 
Change in Relapse Attitudes/Knowledge 
-.162 
Recidivism 
.071 
126 
Hypothesis 4 states that those with average to above average program 
performance as measured by pre assessment to post assessment questionnaires will have 
less recidivism. Pearson Correlations were conducted to determine the relationship 
between change scores on questionnaires and recidivism. No significant relationships 
between changes on Consequences of Alcohol Use(Table 18), Consequences of Drug Use 
(Table 19), How Much Do They Matter (Table 20), or Relapse Attitudes/Knowledge 
-- ---
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(Table 21) and Recidivism were found (r=.033, p=.717; r=-.003, p=.975; r=-.061, p=.512; 

r=-.162, p=.071, respectively, 2-tailed). 

Table 22: Relationship between Facilitator Ratings and Recidivism 

Facilitator Ratings 
Ratings 
-.052 
Recidivism 
Hypothesis 5 states that parolees with higher overaLl facilitator ratings wiLl have 
less recidivism. A Pearson Correlation found no significant relationship between 
facilitator ratings and recidivism (1'=-.052, p=.561; Table 22). 
Table 23: Relation.ship between Overall Change Scores and Recidivism 
Overall Change Scores 
Recidivism Overall Change Scores 
Recidivism 
Pearson Correlation 1 -.129 
Sig. (2-tailed) .1 iO 
N 178 126 
Hypothesis 6 states that the sums of overall change scores from preassessment to 
postassessment questionnaires will be better predictors of recidivism than will facilitator 
ratings because these will provide more objective estimates of overall program 
performance. A Pearson Correlation found a stronger, though not significant, negative 
relationship between overall change scores and recidivism (1'=-.129, p=.150; Table 23). 
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Discussion 
Goal of the Study 
This study attempted to elucidate a relationship between program performance 
within a cognitive-behavioral substance abuse treatment program and recidivism within a 
two year follow-up period; this relationship was determined by pretest and posttest 
measures and by facilitator ratings. In addition, it proposed that measures of substance 
use severity and risk for recidivism would be significant predictors of recidivism. 
However, the study yielded few results consistent with these hypotheses. It found only 
one marginally significant relationship between changes in Relapse Attitudes and 
Knowledge and facilitator ratings, although neither of these was a predictor of eventual 
recidivism. 
Findings of the Study 
The initial hypothesis was largely unsubstantiated; this hypothesis indicated that 
changes from preassessment to postassessment questionnaires and facilitator ratings of 
overall program performance would be highly correlated, because both reflected 
estimates of program performance. Therefore, it is not suggested that these two estimates 
are measuring a similar construct, labeled as program performance, in this study. 
The second hypothesis suggests that higher levels of risk as measured on the LSI­
R will result in increased recidivism. However, this hypothesis was also unsubstantiated 
and may, in fact, reflect a protective factor related to substance abuse treatment 
involvement, because higher LSI-R scores have consistently been linked to higher risk 
for eventual recidivism. The overall rate of recidivism for this sample was 39% with a 
mean LSI-R score of 32.02 and standard deviation of 7.966. Simourd (2004) found that 
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recidivism rates for long-term incarcerated offenders were 58.1 % for offenders with 
moderate (LSI-R scores of 24-33) and 68.1 % for mediumlhigh (LSI-R scores of 34-40) 
risk levels. 
The hypothesis that parolees with greater severity of substance abuse problems, as 
measured on the ADS, DAST, & PRD would be more likely to recidivate was also 
unsubstantiated. However, research offers mixed reviews on this prediction, because 
greater substance abuse severity may help individuals to realize and to buy into the need 
for treatment; however, lower levels of substance abuse severity may allow individuals to 
determine more easily that their substance use problems are less problematic, and 
therefore any strategies to help them avoid further substance use may be viewed as 
irrelevant (Shearer, 2005). In addition, the OSAPP program is designed for individuals 
with moderate to substantial substance abuse problems and provides a moderate level of 
treatment intervention. Assessment scores on the DAST that fall into the moderate (6-10) 
and su bstantial (J 1- J 5) range were reflected in the DAST scores of the sample 
(mean=7.47, S.D.=4.655). However, moderate to substantial scores on the PRD (7-10 
and I1-J 2) and ADS (14-21 and 22-30) were not reflected in the sample and with both 
measures reflected low levels of severity related to alcohol use (PRD mean=J .15, 
S.0.=1.713; ADS mean=J .67, S.D.=3.279). This may suggest that the sample would 
benefit from a substance abuse program more highly focused on skill development in 
relation to drug use, while offering education about the effects of aJcohol use. 
Hypothesis 4 predicted that those with average to above average program 
performance as measured by pre assessment to post assessment questionnaires would 
have less recidivism; however, these relationships were not supported. Interestingly, 
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when examining the data it was found that many times individuals' performances 
declined rather than increased from pre assessment to post assessment measures. Several 
hypotheses could be drawn from this data. Perhaps individuals were trying to portray 
themselves in a positive light at pre testing. For example, it is not unusual for mandated 
clients to describe treatment as "doing time" and they may have based their answers on 
perceived expectations of the treatment provider (Berg & Shafer, 2004). However, 
through engagement in the program they may have realized through the motivational 
approach utilized that they were able to answer more honestly because facilitators were 
not directly trying to sway their beliefs. Additionally, the more positive findings at pre 
testing could reflect the mutable nature of motivation to change substance abuse patterns; 
therefore, more negative results at posttesling could be a result of the natural variability 
in regard to attitudes about changing substance use behavior. Further, change scores 
from pre measures to post measures demonstrated limited variability, because the means 
and standard deviations for Change from pre measure to post measure in Consequences 
of Alcohol Use, Change from pre to post measure in Consequences of Drug Use, Change 
from pre to post measure in How Much Do They Matter, and Change in Relapse 
Attitudes/Knowledge were nominal (See Table 7). This may also reflect a tendency to 
answer pre measures and post measures in a similar fashion because of memory of 
answers previously given. 
Hypothesis 5 predicted that parolees with higher overall facilitator ratings will 
have less recidivism, although no relationship between facilitator ratings and eventual 
recidivism was found. This may be a result of the limited capability that clinicians have 
in making accurate predictions and it may reflect the fact that the facilitator ratings have 
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an overly circumscribed set of criteria in determining program performance. For 
example, facilitators were not taking into account many pieces of information about the 
parolee that could have provided more accurate predictions for recidivism risk. 
Hypothesis 6 suggested that sums of overall change score would better predict 
recidivism than facilitator ratings because these provide more objective estimates of 
program performance. Although a stronger relationship was found, it was not deemed 
significant. Again this may be a result of the limited variability in change scores. 
Limitations of the Study 
One major limitation of the study was that in several cases information was 
missing from the archival data. This greatly reduced the subject pool available on 
different measures and decreased the power of the study. In addition, although OSAPP is 
a manualized treatment, no efforts to monitor treatment fidelity were utilized. Enhanced 
reductions in recidivism have been linked to programs with a high level of monitoring Lo 
detennine that the program is conducted in practice as was intended in theory and design 
(Andrews & Dowden, 2005). 
Another limitation of the study is related to the lack of information of further 
program involvement by offenders and possible changes in LSI-R scores as a result. For 
instance, some parolees were referred to other VOA programs, such as a cognitive skills 
program or anger management program. The concept of service episodes and treatment 
careers suggests a cumulative effect of treatment (Moos, 2003), which was not measured 
for parolees prior to their involvement with the treatment provider, nor was additional 
treatment provided by the agency described within this study. Having had more prior 
episodes of treatment can result both in positive and in negative effects. Positive effects 
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would be found when an offender's treatment involvement has a cumulative effect; 
however, those who have had a number of unsuccessful treatment experiences may 
develop negative expectations toward therapists and toward achievable outcomes 
(Zweben & Zuckoff, 2002). In addition, work release and employment opportunities were 
not followed, nor were associations with deviant peer groups measured, all of which 
would have been reflected in changes on LSI-R scores. Substance abuse is identified as a 
risk factor for further criminal involvement; however, it has a less significant effect size 
when compared with other risk factors such as antisocial attitudes, antisocial associates, a 
history of antisocial behavior, and antisocial personality pattern (Andrews & Bonta, 
2003). Although the cognitive skills training offered in OSAPP may indirectly impact 
these risk factors, changes on these measures were not specifically measured within the 
current study. Changes in LSI-R scores can also help to determine if individuals have 
increased their levels of risk over time. This is important because low-risk offenders can 
move into higher risk categories, just as higher risk offenders can decrease their risks 
over time. In all probability, the lack of measurement of LSI-R changes greatly hindered 
the ability to make predictions of recidivism. The mean LSI-R score for those involved 
with OSAPP was 32.02 with a standard deviation of 5.311; however, scores ranged from 
11 to 43. Those who were in the lower risk category may have had no effect either 
through intensive treatment involvement or intensive treatment involvement for lower 
risk offenders, which can have even a negative effect (Andrews & Bonta, 2003, chap. 6). 
The study was also limited by focusing solely on program completers without 
having a treatment comparison group. For example, treatment retention is linked to 
treatment effectiveness (Heinrich & Fournier, 2005) and, by definition, utilizing a sample 
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of only program completers, means that parolees were retained in treatment. There is 
some indication that those who dropout of treatment are more likely to view treatment as 
punishment (Stohr, Hemmens, Dayley, Baune, Kjaer, Gornick, & Noon, 2005). 
However, the recidivism rate for the current sample was 39%, which is similar to those 
found for participants in a substance abuse treatment program in which 41 % of the 
treatment subjects and 62% of the comparison group recidivated (Andrews & Bonta, 
2003). A similar rate was found in another study comparing those who completed 
treatment and those who did not complete treatment; the recidivism rates were 43% for 
those who completed treatment compared to 74% for those who did not complete 
treatment (Miller & Sheppard, 2000). Therefore, it is difficult to determine if rates of 
recidivism would be similar in a different program that retained clients for the same 
amount of time. Further, motivation for participating in treatment is not the same as 
motivation for changing problem behaviors and this may be even truer when treatment is 
mandated (DiClemente et aI., J999). 
A fm1her limitation of the study involved the lack of sensitivity of measurements 
and the validity of the measures used. Change scores from pre measures to post measures 
demonstrated limited variability. The ADS, PRD, and DAST, all self-report measures, 
were utilized to determine the severity of substance abuse problems within this study. 
Criminal offenders within substance abuse programs have concerns about reporting the 
extent of substance abuse problems honestly if they believe this will significantly impact 
court ordered treatment obligations (Springer et aI., 2003). These concerns about 
acknowledging the extent of substance abuse problems may have significantly 
underestimated the extent of substance use problems and may have palticularly impacted 
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upon self-report of alcohol use because urine toxicology typically screens only for illicit 
substances. In addition, the instructions for completing the self-repOlt estimates of 
substance abuse problems requested that offenders consider the time period prior to 
arrest, which may have been distorted by inaccurate memories of substance abuse activity 
prior to incarceration and treatment. 
Another limitation of the study relates to the proposed target group for the 
treatment program-most of the subjects had moderate to severe drug problems with 
minimal alcohol related problems identified. OSAPP's focus on the effects of alcohol 
use might be better replaced with more information about drug use and with ways to cope 
with this problem. Further OSAPP focuses primarily on substance abuse, a major risk 
factor for recidivism, although demonstrating less of an effect size than some other 
validated risk factors such as: antisocial cognitions, self-control deficits, famiJy 
processes, antisocial associates, and problematic schooL work, or leisure circumstances 
(Andrews & Bonta, 2003, Chap. 2). Further, the OSAPP curriculum is designed to be 
completed in five weeks; however, there are suggestions that 90 days may be a minimum 
recommendation for substance abuse treatment engagement to have a substantial impact 
on recidivism (Banks & Gottfedson, 2003). 
Another limitation of the study is related to the lack of measurement of stages of 
change within the OSAPP treatment protocol. The sequence of the OSAPP treatment 
modules suggests that participants are moving from a pre contemplation and 
contemplation stage of treatment fairly quickly into a more action-oriented phase. 
However, no measures of stage of change or motivation are utilized and individual 
placement in stages is unknown. Participants who continue to remain in a pre 
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contemplation stage of treatment may have limited benefit from more action-oriented 
strategies. A study by Joe, Simpson, & Broome (1998) suggest the importance of 
assessing the stage of change accurately at intake for treatment retention and recommends 
the use of motivation-enhancing techniques, differentially used for different clients. 
Further, there is evidence to support the existence of two distinct subtypes of client 
readiness-pre contemplation and contemplation/action (Blanchard et aI., 2003). 
This study focused solely on the outcome of recidivism in measuring the 
effectiveness of substance abuse treatment; however, this is hardly the only means to 
measure the utility of substance use treatment. Effective substance abuse treatment can 
include a focus on many outcomes, including: reduced use or abstinence from substance 
use, improved employment functioning, improved educational status, improved 
interpersonal relationships, improved medical or mental health, and improved legal status 
(Springer et aI., 2003). 
Recommendations for Future Research 
One recommendation for future research would be related to determining the 
impact of different counselors on the program's impact. A recent study by Moyers, 
Miller, & Hendrickson (2005) suggest that therapist interpersonal skills facilitate client 
collaboration during motivational interviewing sessions. Particular skill in using a 
motivational style can be noted when the facilitator can present didactic material and ask 
for a person's perspective throughout treatment, not only in the beginning phases of 
treatment (Miller & Rollnick, 2002, chap. 2). The current study did not measure whether 
or not different counselors yielded different results in pre measures and post measures or 
if engagement with particular counselors resulted in different rates of recidivism. 
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OSAPP is a cognitive-behavioral treatment program that utilizes a motivational 
interviewing style. Motivational interviewing is congruent with the responsivity 
principle and suggests that the therapist's mode of interacting with the client is adjusted 
to the client's cognitive and affective characteristics at a particular point in time 
(Andrews & Bonta, 2003, chap. 10). This is an important component of the design of 
OSAPP; however, determination of the delivery of this style would require ongoing 
monitoring and measuring of differences in therapist's interactional style and even 
differences in how therapists respond to individual clients. 
Another recommendation would be to focus more exclusively on changes in LSI­
R scores and determining if there is a relationship between various program involvements 
and eventual recidivism. LSI-R scores allow for dynamic assessment of change and have 
been shown to predict recidivism when changes are monitored (Andrews & Bonta, 2003). 
A third recommendation for further research relates to further integration of 
psychological techniques into substance abuse treatment with an eye toward offering 
more empirically supported treatment practices. One recommended model suggesting 
ways in which to do this is offered by Futterman, Lorente, & Silverman (2005) in which 
they suggest the following broad guidelines for program development: 
1. 	 Psychological and substance abuse treatment should be integrated and 
administered comprehensively. 
2. 	 Aggressive efforts at engagement and retention of patients for the long term is 
a priority. 
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3. 	 The development of a sense of community, which creates a treatment alliance 
to the program as a whole, is critical for difficult psychological and recovery 
work to be done. 
4. 	 Full integration of vocational rehabilitation services and overall functional 
improvement maintain long-term sobriety. 
5. 	 Process orientation is crucial for treating prevalent characterological issues. 
6. 	 Support and ongoing training of a professional staff are necessary for clinical 
success. 
7. 	 Psychodynamic and cognitive-behavioral psychological techniques should be 
integrated in treatment (p. 4). 
Consideration of the principles of risk, need, and responsivity also are imperative 
when suggesting further directions for treatment. Within this study, risk and need were 
measured with LSI-R scores to determine general risk and need. Risk and need specific 
to substance abuse problems were measured by scores on the ADS, DAST, and PRD. 
However, the principle of responsivity was not examined within this study. The 
responsivity principle suggests that offenders differ in their responses to various styles of 
intervention which will have a direct impact on the effecti veness of correctional treatment 
and recidivism (Serin & Kennedy, 1997). Efforts to redefine substance abuse treatment 
may be particularly relevant and the following recommendations offer ideas on how this 
might occur (Springer et a1., 2003, chap. 10). First practitioners should pay attention to 
the quality of treatment. Treatment shoul d be "user friendl y"; it shouJd be palatable so 
that people will engage in treatment. Treatment should offer harm-reduction strategies, 
which allows for a greater focus on public health rather than on a criminal justice 
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perspective to substance use. Aftercare should be made a priority, not only to address the 
frequently observed tendency to relapse after treatment, but also to normalize the sense 
that substance use treatment requires ongoing support to maintain motivation. Finally, 
treatment should be linked to work in order to help substance users find an identity within 
their communities that does not rely solely on a connection with the labels of "offender" 
or "addict". 
Conclusions 
Although the current study found minimal support for its stated hypotheses, the 
importance of determining effective methods for substance abuse treatment and its 
relationships to criminal involvement cannot be understated. Since the 1980s the prisons 
have been inundated with drug offenders, often reflecting a revolving door approach to 
incarceration, because many offenders recycle through the criminal justice system 
(Springer et a1., 2003). However, the lack of relationship found between measures of 
program performance within a substance abuse treatment program and recidivism 
highlights the importance of considering a number of factors when evaluating 
correctional programs. Andrews and Bonta (2003, chap. 2) outline several sources of 
variability in outcomes: either surrounding community or agency conditions, or both; 
these include political and economic conditions that may place limits on services; pre 
service client characteristics; pre service counselor characteristics; program 
characteristics; process and content of treatment services; intermediate treatment goals; 
and interactions among variable sets. 
46 
References 
Achenbach, T.M. (2000). Assessment of Psychopathology. In AJ. Sameroff, M. Lewis, 
& S.M. Miller (Eds.), Handbook ofdevelopmental psychopathology (2nd ed.) 
(pp. 41-56). New York: KJuwer Academic/Plenum Publishers. 
Altrows, I.F. (2002). Rational emotive and cognitive behavior therapy with adult male 
offenders. Journal ofRational-Emotive & Cognitive-Behavior Therapy, 20, 
201-222. 
Andrews, D.A. & Bonta, J. (1995). The Level ofService Inventory-Revised. Toronto, 
Ont.: Multi-Health Systems. 
Andrews, D.A & Bonta, J. (2003). The psychology of criminal conduct (3rt1 ed.). 
Cincinnati: Anderson Publishing Co. 
Andrew, D.A & Dowden, C (2005). Managing correctional treatment for reduced 
recidivism: A meta-analytic review of program integrity. Legal and 
Criminological Psychology, 10, 173-187. 
Anglin, M.D., Hser, Y., Grella, CE., Longshore, D., & Prendergast, M.L. (20(H). Drug 
treatment careers: Conceptual overview and clinical research, and policy 
applications. In F.M. Times, CG. Leukefeld, & J.J. Platt (Eds.), Relapse and 
recovery in addictions (pp. 18-39). New Haven: Yale University Press. 
Banks, D. & Gottfredson, D.C (2003). The effects of drug treatment and supervision on 
time to rearrest among drug treatment comi paliicipants. Journal ofDrug Issues, 
33, 385-405. 
Beck, AT., Wright, F.D., Newman, CF., & Liese, B.S. (1993). Cognitive therapy of 
substance abuse. New York: Guilford Press. 
47 
Berg, IK. & Shafer, K.c. (2004). Working with mandated substance abusers the 
language of solutions. In S.L. Straussner (Ed.), Clinical work with substance 
abusing clients (2nd ed.), (pp. 82-102). New York: Guilford Press. 
Blanchard, K.A., Morgenstern, J., Morgan, T.J., Labouvie, E., & Bux, D.A. (2003). 
Motivational subtypes and continuous measures of readiness for change: 
Concurrent and predictive validity. Psychology ofAddictive Behaviors, 17, 56-65. 
Brame, R, Mulvey, E.P., & Piguero, A. R (2001). On the development of different 
kinds of criminal activity. Sociological Methods and Research, 29,319-341. 
Bureau of Justice Statistics (J994). Criminal offender statistics. Retrieved September 12, 
2006 from http://www.oip.usdog.govlbjs 
Byrne, M.K., Byrne, S. Hillman, K., & Stanley, E. (2001). Offender risk and needs 
assessment: Some cunent issues and suggestions. Behaviour Change, 18, 18-28. 
Carroll, KM. (1999). Behavioral and cognitive behavioral treatments. In B.S. McCrady 
& E.E. Epstein (Eds.), Addictions: A cornprehensive guidebook, (pp.250-265). 
New York: Oxford University Press. 
Clark, H.W. (2002). Bridging the gap between substance abuse practice and research: 
The national treatment plan initiative. Journal ofDrug Issues, 32, 757-769. 
Correctional Services Canada (1996). Offender substance abuse pre-release program. 
Correctional Services Canada Correctional Research and Developrnent. 
Crits-Christoph, P., Gibbons, M.B., Barber, J.P., Gallop, R, Beck, A.T., & Mel'cer, D. 
et a1. (2003). Mediators of outcome in psychosocial treatments for cocaine 
dependence. Journal of Consulting and Clinical Psychology, 71,918-925. 
48 
Crits-Christoph, P., Siqueland, L., Blaine, J., & Frank, A. (1997). The national 
institute on drug a use collaborative cocaine treatment study. Archives ofGeneral 
Psychiatry, 54, 721-727. 
DiClemente, c.c., Bellino, L.E., & Neavins, T.M. (1999). Motivation for change and 
alcoholism treatment. Alcohol Research and Health, 23, 86-92. 
Dowden, C. & Andrews, D.A. (2000). Effective correctional treatment and violent 
reoffending: A meta-analysis. Canadian Journal of Criminology, 42, 449-468. 
Farabee, D., Joshi, V., & Anglin, M.D. (2001). Addiction careers and criminal 
specialization. Crime and Delinquency, 47, 196-220. 
Festinger, L. (1957). A theory of cognitive dissonance. Stanford, CA: Stanford 
University Press. 
Festinger, L. & Carlsmith, J.M. (1959). Cognitive consequences of forced compliance. 
Journal ofAbnonnal and Social Psychology, 58, 202-210. 
Futterman, R, Lorente, M., & Silverman, S.W. (2005). Beyond harm reduction: A 
new model of substance abuse treatment further integrating psychological 
techniques. Journal ofPsychotherapy Integration, 15, 3-18. 
Garb, R.N. (2000). Computers will become increasingly important for psychological 
assessment: Not that there's anything wrong with that! Psychological 
Assessment, 12, 31-39. 
Gendreau, P., Little, '1'., & Goggin, C. (1996). A meta-analysis of the predictors of 
adult offender recidivism: What works! Criminology, 34, 575-607. 
Goldmsith, RJ., & Latessa E. (2001). Coerced treatment of addictions in the criminal 
justice system. Psychiatric Annals, 31, 657-664. 
49 
Grant, B.l'. & Dawson. D.A. (1999). Alcohol and drug use, abuse and dependence: 
Classification, prevalence, and comorbidity. Tn B.S. McCrady & E.E. Epstein 
(Eds.), Addictions: A comprehensive guidebook (pp.9-29). New York: Oxford 
University Press. 
Gravetter, l'J. & Wallnau, L.B. (2000). Statistics for the behavioral sciences, 5th ed. 
Belmont, CA: Wadsworth Press. 
Gunn, W.l., Orenstein, D., Iverson, D.C., & Mullen, P.D. (1983). An evaluation 
handbookfor health education programs in alcohol and substance abuse. 
Atlanta, GA: Center for Disease ControL 
Heinrich, C.l. & Fournier, E. Instruments of policy and administration for improving 
substance abuse treatment practice and program outcomes. Journal ofDrug 
Issues, 35, 485-506. 
Hiller, M.L., Knight, K., & Simpson, D.D. (1999). Prison-based substance abuse 
treatment, residential aftercare, and recidivism. Addiction, 94, 833-843. 
Hilton, N.Z. & Simmons, l.L. (2001). The influence of actuarial risk assessment in 
clinical judgments and tribunal decisions about mentally disordered offenders 
in maximum security. Law and Human Behavior, 25, 393-408. 
Joe, G.W., Simpson, D.D., & Broome, K.M. (1998). Effects of readiness for drug abuse 
treatment on client retention and assessment of process. Addiction, 93, 1177-1190. 
Kinlock, T.W., O'Grady, K.E., & Hanlon, T.E. (2003). Prediction of the criminal activity 
of incarcerated drug-abusing offenders. Journal ofDrug Issues, 33, 897-915. 
50 
Knight, K., Hiller, M.L., & Simpson, D.D. (1999). Evaluating corrections-based 
treatment for the dmg-abusing criminal offender. Journal ofPsychoactive Drugs, 
31, 299-305. 
Leukefeld, C. G., Tims, F.M., & Platt, J.1. (2001). Future directions in substance abuse 
relapse and recovery. In F. M. Tims, C.G., Leukefeld, & J. J. Platt (Eds.), Relapse 
and recovery in addictions (ppA01-413). New Haven: Yale University Press. 
Mackain, S.1., Smith, T.E., Wallace, C.W., & Kopelowicz, A. (1998). Evaluation of a 
community re-entry program. International Review ofPsychiatry, 10, 76-84. 
Marlatt, G.A., Blume, A.W., & Parks, G.A. (2001). Integrating harm reduction therapy 
and traditional substance abuse treatment. Journal ofPsychoactive Drugs, 33, 
13-22. 
Marlatt, G.A., & Gordon, J. R. (1985). Relapse prevention: Maintenance strategies in the 
treatment ofaddictive behavior. New York: Guilford Press. 
Marlowe, D.B., Glass, D.1., Merikle, E.P., Festinger, D.S., DeMatteo, D.S., Marczyk, 
G.R., et a1. (2001). Efficacy of coercion in substance abuse treatment. In F.M. 
Tims, e.G. Leukefeld, & J.J. Platt (Eds.), Relapse and recovery in addictions (pp. 
208-227). New Haven: Yale University Press. 
Mattson, M.E., Babar, T., Cooney, N., & Connors, G. (1998). Matching patients with 
alcohol disorders to treatments: Clinical implications from Project MATCH. 
Journal ofMental Health, 7, 589-603. 
MiLler, N.S. & Sheppard, L.M. (2000). Addiction treatment and continuing care in 
forensic popUlations. Psychiatric Annals, 30, 589-601. 
51 
Miller, W.R. & Brown, S.A. (1997). Why psychologists should treat alcohol and drug 
problems. American Psychologist, 52, 1269-1279. 
Miller, W.R. & Ro]Jnick. (2002). Motivational interviewing: Preparing people 
for change (2nd ed.). New York: Guilford Press. 
Milson, W.A., Weekes, lR, & Lightfoot, L.O. (1995). The offender substance 
abuse pre-release program: Analysis of intermediate and post-release outcomes. 
Retrieved November 8, 2004 from http://www.csc-scc.gc.ca/text/rsrch/reports/ 
r40/1'403_e.shtml 
Moos, R.H. (2003). Addictive disorders in context: Principles and puzzles of effective 
treatment and recovery. Psychology ofAddictive Behaviors, 17, 3-12. 
Morgan, R.D. & Flora, D.B. (2002). Group psychotherapy with incarcerated offenders: 
A research synthesis. Group Dynamics: Theory, Research, and Practice, 6, 
203-218. 
Morgenstern, J., Blanchard, KA., Morgan, T.I., Labouvie, E., & Hayaki, J. (2001). 
Testing the effectiveness of cognitive-behavioral treatment for substance abuse 
in a community setting: Within treatment and posttreatment findings. Journal of 
Consulting and Clinical Psychology, 69, 1007-1017. 
Morgenstern, J., Morgan, T.I., McCrady, B.S., Keller, D.S., & Carroll, KM. (2001). 
Manual-guided cognitive-behavioral therapy training: A promising method for 
disseminating empirically supported substance abuse treatments to the practice 
community. Psychology ofAddictive Behaviors, 15, 83-88. 
52 
Moyers, T.B., Miller, W.R., & Hendrickson, S.M. (2005). How does motivational 
interviewing work? Therapist interpersonal skill predicts client involvement 
within motivational interviewing sessions. Journal ofConsulting and Clinical 
Psychology, 73, 590-598. 
Moyers, T.B. & Waldorf, V.A. (2003). Motivational interviewing. In F. Rotgers, J 
Morgenstern & S.T. Walters (Eds.), Treating substance abuse :Theory and 
practice (2 nd ed.). (pp.298-313). 
Patenaude, A.L. (2005). A qualitative exploration into a prison substance abuse treatment 
program: "I teU them what they want to hear". In B. Sims (Ed.), Substance abuse 
treatment with correctional clients (pp.73-93). 
Peters, R.B. (1993). Drug treatment in jails and detention settings. In J.A. Incardi (Ed.), 
Drug treatment and criminal justice (pp. 44-80). Thousand Oaks, CA: Sage. 
Prochaska, J.O., DiClemente, e.e., & Norcross, J.e. (1992). In search of how people 
change: Applications to addictive behaviors. American Psychologist, 47, 
1102-1114. 
Rollnick, S., & Miller, W.K (1995). What is motivational interviewing? Behavioral and 
Cognitive Psychotherapy, 23, 325-334. 
Rotgers, F. (2003). Cognitive-behavioral therapies of substance abuse. In F. Rotgers, J. 
Morgenstern, & S.T. Walters (Eds.), Treating Substance Abuse: Theory and 
practice(2 lJd ed.). (pp. 166-189). 
Serin, R. & Kennedy, S. (1997). Treatment readiness and responsivity: Contributing to 
effective correctional programming. Retrieved July 25, 2005, from http://www/ 
csc-scc.gc.caJtext!rsrch/reports/r54/r54e_e.shtml 
53 
Simourd, D.l (2004). Use of dynamic risk/need assessment instruments among long­
term incarcerated offenders. Criminal Justice and Behavior, 31, 306-321. 
Sims, B. (2005). Introduction. In B. Sims (Ed.), Substance abuse treatment with 
correctional clients (pp. 1-5). New Yark: Haworth Press. 
Shearer, R.A. (2005). Treatment motivation characteristics of offenders who abuse 
substances. In B. Sims (Ed.), Substance abuse treatment with correctional clients 
(pp.39-56). 
Skinner, H.A. (1982). The Drug Abuse Screening Test. Addictive Behaviors, 7, 363-371. 
Skinner, H.A. & Horn, l.L. (1984). Alcohol Dependence Scale (ADS): User's guide. 
Toronto: Addiction Research Foundation. 
Springer, D.W., McNeece, D.W., & Arnold, E.M. (2003). Substance abuse treatment for 
criminal offenders. Washington, DC: American Psychological Association. 
Stein, L.A., Lebeau-Craven, R. (2002). Motivational interviewing and relapse 
prevention for DWI: A pilot study. Journal o.fDrug Issues, 32, 1051-1070. 
Stohr, M.K, Hemmens, c., Dayley, J., Baune, D., Kjaer, K, Gornick, M., & Noon, C. 
(2005). Residential substance abuse treatment programming: What do the inmates 
think? 1n B. Sims (Ed.), Substance abuse treatment with correctional clients 
(pp.95-131). 
Swets, l.A., Dawes, RM. & Monahan, l. (2000). Psychological science can improve 
diagnostic decisions. Psychological Science in the Public Interest, 1, ] -26. 
Uggen, C. (2000). Work as a turning point in the life course of criminals: A duration 
model of age, employment, and recidivism. American Sociological Review, 65, 
529-547. 
54 
Velazquez, M.M., Maurer. G.G., Crouch, C, & DiClemente, CC (200 l). Group 
treatmentfor substance abuse. New York: Guilford Press. 
Walters, S.T., Rotgers, E, Saunders, B., Wilkinson, C & Towers, T. (2003). Theoretical 
perspectives on motivation and addictive behavior. In F. Rotgers, 1 Morgenstern, 
& S.T. Walters (Eds.). Treating substance abuse: Theory and practice (2 11d ed.). 
(pp.279-297). 
Wormith, 1.S. (1984). Attitude and behavior change of correctional clientele: A three 
year follow-up. Criminology, 22. 
Wright, R.E. (200]). Logistic regression. In 1..0. Grimm & P.R. Yarnold (Eds.), 
Reading and understanding multivariate statistics (pp. 217-244). 
Washington, DC: American Psychological Association. 
Yahne, CD. & Miller, W.R. (1999). Enhancing motivation for treatment and change. 
In B.S. McCrady & RE. Epstein (Eds.), Addictions: A comprehensive guidebook 
(pp.235-247). New York: Oxford University Press. 
Yalom, LD. (1995). The theory and practice ofgroup psychotherapy. New York: Basic 
Books. 
Yotlllg, D., & Bclenko, S. (2002). Program retention and perceived coercion in three 
models of mandatory drug treatment. lounzal ofDrug Issues, 32, 297-329. 
Zweben, A. & Zuckoff, A. (2002). Motivational interviewing and treatment adherence. 
In W.K Miller & S. Rollnick (Eds.), Motivational interviewing: Preparing people 
for change (2nd ed.). (pp. 299-319). New York: Guilford Press. 
55 
Appendix 
Sample Items from Level of Service Inventory-Revised (LSI-R; Andrews & Bonta, 1995) 
Criminal History Any prior adult convictions? Yes/No Number: 
EducationlEmployment Currently unemployed? Yes/No 
Attitudes/Orientation SuppOltive of Crime 3 2 I 0 
(3: a satisfactory situation with no need for improvement 
2: a relatively satisfactory situation with some room for improvement evident 
1: a relatively unsatisfactory situation with a need for improvement 
0: a very unsatisfactory situation with a clear and strong need for improvement) 
Sample Items from Drug Abuse Screening Test (DAST; Skinner, 1982) 
Have you used drugs other than those required for medical reasons? Yes No 
Are you able to stop using drugs when you want to? Yes No 
Have you lost friends because of your drug use? Yes No 
Sample Items from Alcohol Dependence Scale (ADS; Skinner & Horn, 1984) 
How much did you drink the last time you drank? 
a. Enough to get high or less 
b. Enough to get drunk 
c. Enough to pass out 
As a result of drinking, have you felt overly hot or sweaty (feverish)? 
a. No 
b. Once 
c. Several times 

Do you drink throughout the day? 

a. Yes 
b. No 
--------------------------------------
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PROBLEMS RELATED TO DRINKING (PRO) QUESTIONNAIRE 
(Correctional Services Canada, 1996) 
Name: 
Date:_______________________ 

Answer the following questions regarding alcohol use based on the time 

period within the 6 months before your arrest. 

Carefully read each statement and decide if your answer is "Yes" or "No". 

Then circle the appropriate response beside each question. 

1) 	 Were you in a fight while drinking where you hit someone? Yes No 

2) 	 Were there major arguments in your family because of your 
drinking ? ............................................................Yes No 
3) 	 Did your drinking result in marital or family separation? .... Yes No 
4) 	 Did you lose friends because of your drinking? ................Yes No 

5) 	 Were you in trouble at work or at school because of your 
drinking? .............................................................Yes No 
6) Did you miss two or more days of work or school because of 
your drinking? .......................................................Yes No 
7) Were you arrested for drinking and driving? ...................Yes No 
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8) 	 Were you in trouble with the law because of your drinking? 
(Do not include driving offences) .................................yes No 
9) 	 Did your drinking result in your getting hurt in an accident? Yes No 
10) 	 Did your drinking lead to an accident where others got hurt 
or where property was damaged? ................................Yes No 
11) 	 Were you hospitalized for an illness connected to your 
drinking? .............................................................Yes No 
12) 	 Did your drinking result in an illness that kept you from 
regular activities for two or lllore days? .........................yes No 
13) 	 Did you spend too much money while drinking or after 
drinking? .............................................................Yes No 
14) 	 Did you spend money on alcohol that was needed for 
essentials (such as food, clothing, and payments)? ............Yes No 
15) 	 Did you seek professional help or go to a group such as 
Alcoholics Anonymous for help with your drinking? ........ Yes No 
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Consequences of Alcohol Use 
(Adapted from Gunn, Orenstein, Iverson, & Mullen, 1983) 
This test consists of 20 statements about the effects of alcohol use. Some of the 
statements are true others are false. If you think a statement is true, check the 
column labeled TRUE. If you think the statement is false, put a check in the column 
labeled FALSE. 
TRUE FALSE 
1. 	 People usually pass out at a blood alcohol level of O.02mg%. 
2. 	 A person's alcohol tolerance increases with regular drinking. 
3. 	 Alcohol is classified as a Central Nervous System Stimulant 
(i.e., Upper) 
4. 	 The brain may be permanently damaged by regular heavy drinking. 
5. 	 Alcohol can cause bleeding sores in the stomach. 
6. 	 Heavy drinkers often think they feel better after drinking. This is an 
example of psychological dependence. 
7. 	 Alcohol is highly related to traffic accidents each year, and is the drug 
most frequently associated to violent crime. 
8. 	 A woman who drinks during her pregnancy increases the risk of 
having a baby that suffers from birth defects. 
9. 	 Regular heavy drinkers are more likely to suffer from liver problems. 
10. 	 If a person mixes alcohol with another "downerll he or she could 
overdose. 
11. 	 The physical withdrawal from heroin is more dangerous than is 
the withdrawal from alcohol. 
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TRUE FALSE 
12. 	 In a heavy drinker, damage to the liver shows up long before 
brain damage occurs. 
13. 	There are a few things that a person can do to speed up the 
metabolism of alcohol (i.e., to get it out of the system). These 
include drinking black coffee, exercising, and taking a cold shower. 
14. 	 Body size has little or nothing to do with how much liquor you can 
hold. 
15. 	 A 12 oz. bottle of beer contains more alcohol than a one-ounce shot 
of 86 proof whiskey. 
16. 	 Drinking alcohol outside on a cold day causes your body 
temperature to drop. 
17. The kind of alcohol contained in a regular beer has less effect on a 
person than does the kind of alcohol found in whiskey or strong 
wines. 
18. 	 Having food in the stomach absorbs most of the alcohol in regular 
drinks and keeps you from getting drunk. 
19. 	 Some alcoholic beverages such as beer contain vitamins, minerals, 
and carbohydrates. 
20. 	 You will only become a problem drinker if your are biochemically 
(genetically) predisposed. 
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Consequences of Drug Use 

(Adapted from Gunn, Orenstein, Iverson, & Mullen) 

This test consists of 27 statements about the consequences of drug use. Some of the 
statements are true, others are false. If you think a statement is true, check the 
column labeled TRUE. If you think the statement is false, put a check in the column 
labeled fALSE. 
TRUE fALSE 
1. 	 Moderate marijuana use causes permanent physical damage. 
2. 	 The effects of marijuana vary with the amount and strength of the 
dose used. 
3. 	 The effects of marijuana are stronger when it is eaten than when it is 
smoked. 
4. 	 Psychological dependence on marijuana may result from regular 
heavy use of the drug. 
5. 	 Drivers make errors when they are driving under the influence of 
marijuana because of their decreased ability to judge distance. 
6. 	 Hallucinogens (e.g. LSD) are physically addicting. 
7. 	 Cocaine is a hallucinogen. 
8. 	 Hallucinogens may cause increased heart rate. 
9. 	 The effects of hallucinogens are the same each time the drug is used. 
10. 	 PCP can cause permanent mental disorder. 
11. 	 The effects of hallucinogens are strongly influenced by the user's 
environment. 
12. 	 Depressant drugs (downers) taken in higher than prescribed doses 
do not cause physical dependence. 
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TRUE fALSE 
13. Doctors often prescribe barbiturates (downers) to bring on sleep. 
14. 	 Physical dependence on barbiturates is as severe as a user's 
dependence on heroin. 
15. 	 Depressant drugs bring on "normal" sleep. 
16. 	 Major tranquilizers are used to treat mental disorders. 
17. 	 Caffeine is a "downer" which slows down the body's metabolism of 
food. 
18. 	 Regular use of cocaine can result in a strong psychological 
dependence on the drug. 
19. 	 Amphetamine users may experience heart problems as a side effect 
of amphetamine drug use. 
20. 	 Nicotine decreases the blood pressure. 
21. 	 People who use amphetamines for weight control often become 
psychologica"y dependent on the drug. 
22. 	 Marijuana is classified chemically as an opiate drug. 
23. 	 Regular use of heroin results in physical dependence on the drug. 
24. 	 Even if a woman is addicted to heroin while pregnant, her baby has 
little chance of being born addicted to the drug. 
25. 	 Opiate drugs excite the Central Nervous System. 
26. 	 Heroin addicts often suffer from poor nutrition. 
27. Heroin use is dangerous because of the physical effects of the drug. 
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How Much Do They Matter 
(Adapted from Gunn, Orenstein, Iverson, & Mullen, 1983) 
This survey is about how people might be affected by using 
drugs or alcohol not prescribed by their doctor. Read each 
statement. Decide the extent to which you agree with it. Circle 
the appropriate letter to the left of the statement. Use the 
following scale. 
SA STRONGLY AGREE 
A AGREE 
U UNCERTAIN 
D DISAGREE 
SD STRONGLY DISAGREE 
SA A U D SD l. 	Using dmgs or alcohol every day can lead to 
dependence on them. 
SA A U D SD 2. 	 Heavy drug or alcohol users seem to need money 
frequently. 
SA A U D SD 3. 	 People can use large amounts of drugs or alcohol 
without it's affecting their families. 
SA A U D SD 4. People under the influenced of large amounts of 
drugs or alcohol endanger other people. 
SA A U D SD 5. 	 People who use large amounts of drugs or alcohol 
damage their health. 
SA A U D SD 6. 	 There is no risk to others from some people using 
large amounts of drugs or alcohol. 
SA A U D SD 7. 	 After a while, people who use large mounts of 
drugs or alcohol look the worse for it. 
SA A U D SD 8. 	 Heavy dmg or alcohol use has no effect on one's 
ability to perform regular responsibilities. 
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SA STRONGL Y AGREE 
A AGREE 
U UNCERTAIN 
D DISAGREE 
SD STRONGLY DISAGREE 
SA A U D SD 9. People who use large amounts of drugs or alcohol 
have a hard time making new friends. 
SA A U D SD 10. Most heavy drug or alcohol users don't get in 
trouble with the law. 
SA A U D SD 11. Using large amounts of drugs or alcohol can 
damage relationships within a family. 
SA A U D SD 12. People can stay perfectly healthy even if they take 
large amounts of drugs or alcohol. 
SA A U D SD 13. People who use large amounts of drugs or alcohol 
have difficulty conducting daily tasks. 
SA A U D SD 14. Heavy drug or alcohol users find it easy to make 
new friends. 
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Relapse Attitudes/Knowledge 

(Adapted from Gunn, Orenstein, Iverson, & Mullen, 1983) 

On the following pages are some statements with which you 
may agree or disagree. Circle the answer which best represents 
your feeling about the statement. Pick the answer which best 
represents your general feelings or the way you usually feel. 
SA If you STRONGLY AGREE 
A If you AGREE 
U If you are not sure or UNDECIDED 
D If you DISAGREE 
SD If you STRONGLY DISAGREE 
Please indicate your feelings about every statement by circling 
one of the five answers. 
SA A U D SD 1. 	 If a person' boss drinks or does drugs at work, it's ok 
for that person to do the same thing. 
SA A U D SD 2. 	 Leisure activities such as playing a sport or doing a 
favorite hobby are not as much fun as getting high. 
SA A U D SD 3. 	 When there is a celebration at work, everyone is 
expected to drink in order to have a good time. 
SA A U D SD 4. 	 A party cannot be fun unless people are drunk or high. 
SA A U D SD 5. 	 People can have much more fun when they are drinking 
or doing drugs. 
SA A U D SD 6. 	 Exercise can be a good way to relieve stress. 
SA A U D SD 7. 	 If your boss offers you a drink, you have to take it. 
SA A U D SD 8. 	 People can only have a good time when they are getting 
drunk or stoned. 
SA A U D SD 9. 	 The best way to cope with stress on the job is to get 
drunk or stoned. 
SA A U D SD 10. If someone experiences stress at work, it's ok to have a 
drink or get stoned on the job as long as their boss 
doesn't find out. 
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SA If you STRONGLY AGREE 
A If you AGREE 
U If you are not sure or UNDECIDED 
D If you DISAGREE 
SD If you STRONGLY DISAGREE 
SA A U D SD 11. If someone relapses, other people will think he or she is 
a worthless person. 
SA A U D SD 12. A good way to relieve stress is to take up a hobby or 
sport. 
SA A U D SD 13. Learning how to deal with stress at work is important 
SA A U D SD 14. There are other ways to feel good rather than using 
alcohol or drugs. 
SA A U D SD 15. A relapse prevention plan can help prevent a slip. 
SA A U D SD 16. One drink then drunk. 
SA A U D SD 17. Willpower is the only way to deal with a craving. 
SA A U D SD 18. Negative thinking can lead to a relapse. 
SA A U D SD 19. A slip and a relapse are the same thing. 
SA A U D SD 20. Working hard at your job all the time is more important 
than developing leisure time activities if you want to 
prevent a slip. 
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Facilitator Ratings 
(Correctional Services Canada, 1996) 
Overall, to what extent did the offender participate in the program? 

1 2 3 4 5 

Not at all To some extent To a greater extent 

To what extent has this offender improved his/ her knowledge of drugs, 

alcohol, and other substance abuse issues? 

1 234 5 

Not at all To some extent To a greater extent 

How detailed and realistic are the offender's relapse prevention plans 

(strategies to avoid a possible sUp)? 
123 4 5 
Totally Somewhat Very detailed 
incomplete and detailed and and realistic 
unrealistic realistic 
How detailed and realistic are the offender's relapse maintenance plans 
(strategies to avoid a total relapse from occurring)? 
1 234 5 
Totally Somewhat Very detailed 
incomplete and detailed and realistic 
unrealistic realistic 
Overall, how effective are the offender's skills l.ikely to be when faced with a 
high-risk situation? 
1 2 3 4 5 
Totally Somewhat Very effective 
ineffective ineffective 
Overall, to what extent did the offender benefit from this program? 
1 234 5 
Not at all To some extent To a great extent 
